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This issue is novel in that it includes two papers - not as 


unrelated as their titles might suggest. The paper on nutri- 
tion by Dr K.V. Bailey is reproduced by permission of the World 
Health Organization (WHO). We felt that it might have been 
missed by the majority of our readers. The paper by Dr Stanley 
G. Browne should prove conclusively that the Christian Medical 
Commission did not invent the concepts of comprehensive and com- 
munity health care, as some of our constituency seem to suggest. 
Readers may ponder whether imaginative programmes such as this 
are dependent upon the charismatic leadership of an individual 
which is a sine qua non for their development or whether we have. 
yet discovered other more common ingredients to each situation 
which would permit their duplication. 


For the first time we are introducing an annotated bibliography, 
which we hope will prove useful. 


MALNUTRITION IN THE WORLD TODAY 


Dr K.V. Bailey 
WHO Regional Adviser 
on Nutrition, Manila 


Despite the impressive strides being made in public health in 
the developing countries, half the children fail to survive un- 
til school age. And the survivors seldom reach their physical 
and mental growth potentials. The reason is mainly malnutri- 
tion - not enough to eat or not enough of the right foods. In 
many parts of the world, malnutrition is the primary health 
problem. 


Education is the crux - at all levels and for many walks of life. 
For WHO, doctors, nurses, midwives and auxiliary health person- 
nel are the keys. Their basis in nutrition is too much bound to 
‘western! texts and traditions. Almost no literature exists 
which is adapted to local problems, needs, foods and conditions. 
A revolution in nutrition education and teaching is needed. 


The Green Revolution - based on the introduction of high-yield 
cereals, particularly rice - has provided only a partial solu- 
tion to the problem. The increased rice production, mainly in 
irrigated areas, bolsters national economies and benefits the 
landlords and the traders. But too often the farmers and their 
Families go to bed hungry. 


Yet few nations show much concern about malnutrition. Effective 
policies and programmes to raise nutritional levels are rare. 

In some developing countries, per capita food consumption and 
production is actually declining. With the shrinking family 
food ration, children become shrunken with marasmus (slow star- 
vation) or bloated with kwashiorkor (a condition caused by lack 
of protein). Widespread growth retardation among children, 
mainly due to protein-calorie insufficiency, exists in vast 
areas of the world. 


Malnutrition lowers resistance to infection. Hence death rates 
From such 'minor' infections as diarrhoeal and respiratory dis- 
eases and measles are relatively high. The mortality among tod- 
dlers (1 to 4 years) runs 3 to 100 times higher than in affluent 
countries. Even ina relatively highly developed nation such as 
Mexico, the toddler mortality is 10 times that of the industri- 
alized countries. 


Malnutrition begins in the pre-natal stage. There is growing 
evidence that malnourished mothers give birth to infants who 
are already nine months along a life track of malnutrition. 


Irrational dietary restrictions during pregnancy worsen the 
child's chances. In many areas of southeast Asia, for example, 
seafood, eggs and fruit are taboo. The restrictions are often 
rooted in superstition. In the Philippines it is believed that 
if a pregnant woman eats eggs, her baby is likely to slip out. 


The effects of malnutrition are not limited to the physical 
sphere. Mental development is also affected. The earlier in 
life the malnutrition occurs, the more likely is the damage to 
be irreversible. 


A major contributing factor to malnutrition is the decline in 
breast-feeding in developing areas. Urban mothers are quick 

to abandon breast-feeding for unsanitary and inadequate bottle- 
Feeding. The drug companies aggravate the situation by offering 
free milk to mothers in the hopes of creating brand loyalties. 


Malnutrition dawns early. The undernourished child lacks the 
concentration powers and energy to keep up with his studies. As 
a result, though many developing countries are spending millions 
of dollars on education, much of it is wasted. 


Deficiencies of vitamins A, B, Bg, iron and iodine are paid for. 
in blindness, endemic goitre, cretinism and impaired resistance 
and growth. Yet fairly simple measures to correct these condi- 
tions are not taken. A test in Ecuador indicates that correct- 


ing the iodine deficiency in school children in an area of high 
goitre prevalence can result in raising the IQ levels by ten 
points. An estimated 10 to 20 per cent of the world's popula- 
tion is affected by iodine deficiency and endemic goitre, which 
may be corrected by diet changes. In many tropical areas, iron 
deficiency anaemia is almost universal in pregnant women and 
young children. 


Undernourishment is not spectacular. It is commonly misdiagnosed 
or overlooked. Most public health workers regard infectious dis- 
eases as more pressing problems. Yet studies in Guatemala indi- 
cate that neither intensive medical care nor conventional health 
education and sanitation practices can substantially reduce the 
prevalence or severity of the common infections nor the mortality 
among toddlers from these causes. However, supplementary feeding 
of children beginning at age six months and running through the 
Fifth year results in reduced mortality and improved physical de- 
velopment. 


Findings such as these cast doubts on the conventional priorities 
in public health spending. 


One of the first priorities should be the establishment of clear 
national food and nutritional policies and programmes. Nutri- 
tional knowledge filters through feebly to the public. One agen- 
cy promotes fruit juice, a second hot buns for school children, 
and a third sees salvation in onions. Agriculture departments 
often promote the growing of fruit trees, while the pressing nu- 
tritional problem may be a lack of protein. Often the Ministry 
of Education will concentrate on school feeding when the crucial 
problems are infant supplementary feeding and weaning. 


Examples abound. Health departments will concentrate on curing 
a few severe cases of malnutrition and forget nutrition educa- 
tion for the masses. Or they will prescribe vitamin injections 
when the vital need is for particular foods. 


Hospitals bear their share of the blame. Breast-feeding, the 
most satisfactory form of nutrition in the first months of life, 
is commonly undermined by separating babies at birth from their 
mothers and offering milk donated by drug companies. In health 
centres the emphasis is often on how to bottle-feed. 


Educational material on nutrition is seldom geared for develop- 
ing countries. Much of this material, written in English and 
French, is a vestige of colonial rule. The material, pertinent 
for industrialized societies, often has little meaning in devel- 
oping countries. A text will recommend apples for diarrhoea. 
Apples may be expensive and difficult to buy. A local fruit is 
just as effective. The only book on baby rearing available in 
the Philippines is Dr Benjamin Spock's "Child Care", an excel- 
lent text for affluent readers in industrialized areas but hard- 
ly appropriate for a Samar village dweller. 


Nutritional rehabilitation centres at the community aevel, at 


health centres or in villages, provide one effective weapon in 
the fight against malnutrition. They are more effective than 
hospitals, which cannot cope with the demand and are far too 
costly. This approach has been particularly effective in Latin 
America and Africa. The centres, manned by auxiliary staff, can 
provide daily nutritional supplements for the children of 20 to 
30 mothers. The mothers are taught how to prepare these supple- 
ments, and they take turns in the preparation. The daily visits 
continue for about three months. The mothers, of course, are 
expected to continue feeding the supplement to their families. 
The educational aspect is therefore of prime importance. 


Similar types of activities are also being developed in relation 
to pre-school and day-care centres organized by various types of 
government or private agencies. The establishment or strengthen- 
ing of this type activity is a top priority for WHO assistance 

in public health nutrition work. This programme of training and 
education requires not only cooperation of agencies within na- 
tions but also between international agencies (WHO, FAO, UNESCO, 
UNICEF and the World Food Programme) and bilateral agencies with 
activities in these fields. 


Education is the key at all levels. Efforts are needed not only 
from personnel in health departments but also from those con- 
cerned with agriculture, education and economic planning. The 
development of texts at all levels is urgent. 


The traditional approach to malnutrition has been programmes of 
direct food assistance - especially the distribution of skimmed 
milk through maternal and child health centres and schools, of- 
ten with UNICEF assistance. Lately more efforts of "food for 
work* type are being developed. Food is used as a partial pay- 
ment of wages in building roads, bridges, dams, irrigation ca- 
nals and for land reclamation. Such projects thus bring double 
benefits - economic development as well as better nutrition. 


Nutritional problems are subtle and insidious. Even when the 
Food supply is adequate, gross inequalities and maldistribution 
may prevail. The reasons are often political, social and admin- 
istrative, but the malnourished child is the victim. 


Faulty food habits - especially in relation to supplementary 
Feeding of infants - will continue until national campaigns on 
food and nutrition are launched. The current situation is seri- 
ous and is, in fact, deteriorating in many aspects. Yet few 
world leaders show much concern about the matter, and limited 
resources and trained personnel are on call to cope with the 
problem. Malnutrition can be overcome. It requires recognition. 
and cooperation - from the councils of the nations to the elders 
of the remotest village. 


COMPREHENSIVE MEDICAL CARE DELIVERY 
THROUGH A CHURCH-RELATED RURAL HEALTH PROGRAMME 
IN THE FORMER BELGIAN CONGO 


S.G. Browne 
Soe iene ri tche® LeU 


Such bodies as the Christian Medical Commission (CMC) of the World 
Council of Churches and the World Health Organization have on several 
occasions been constrained to examine the total needs and the over- 
all disease pattern of the peoples of the developing countries and 

to formulate plans to make available to all some kind of comprehen- 
sive medical care. The CMC is concerned that some part of these em- 
bryo programmes should be undertaken by church-related institutions. 
Notwithstanding their long and praiseworthy tradition of pioneering 
in many fields - particularly individual, curative medicine and medi- 
cal training (doctors, nurses and auxiliaries) - there is currently 

a widespread impression that church-related institutions are so set 
in their ways and tied to the past that they would find it impossibly 
difficult to reorientate their approach to problems of health and dis- 
ease. 


It would seem opportune and appropriate, therefore, at this moment in 
time to examine a programme for the delivery of comprehensive medical 
care to the population in a circumscribed area in the former Belgian 
Congo, a programme intimately related to the developing church and 
demonstrating a happy blending of preventive and curative medicine, 
of training and service aspects, the successful attack on a succes- 
sion of endemic diseases, and the raising of the standards of health 
and hygiene by education, agriculture, the control disease vectors, 
etc. The programme developed in such a way that the running costs 
were well within US$2 per head per year and the capital investment 
for central and peripheral buildings could well be met by special 
grants. The incidental value to the local church was apparent in 
many ways - for example, direct evangelistic results through the wit- 
ness of medical and auxiliary staff, strong links between dispensa- 
ries and church groups, obvious avenues of service for Christian lay- 
men and laywomen (paid and unpaid), a neighbourly concern exemplified 
in the 'works' that accompanied the 'faith'. Aid from abroad was lim- 
ited to the provision of expatriate doctors and nurses by the Baptist 
Missionary Society and a small annual drug grant. The government au- 
thorities were generally very helpful and cooperative and generous in 
granting subsidies when available. 


Geographical Location 


The area that came to be known by its official title, "Le Secteur Médi- 
cal de la M.B.S., Yakusu", lies to the southwest of Kisangani (formerly 
Stanleyville) in the dense tropical rain forest. Straddling the River 
Congo and the upper stretches of the Lomami and Aruwimi, the physical 
features consist mainly of low lying marsh and gently undulating hills. 
It is inhabited by seven tribes, each speaking a separate language, 
each language having several dialects. 


The area originally covered about 10,000 square miles and numbered 
over 110,000 inhabitants. 


History 


At the time of the establishing of the Baptist Mission Hospital at 
Yakusu in 1921, under the dynamic leadership of Dr C.C. Chesterman, 
the main health problem was tryanosomiasis, which had already wiped 
out thousands in the Yakusu district. With government approval, the 
Yakusu staff attacked this threat by intensive and regular medical 
examinations of the entire exposed population, dispensing treatment 
and attempts at vector control. With clinical success came the in- 
vitation to extend the sphere of the mission's operations to tackle 
the very widespread yaws endemic and to assume medical responsibility 
for the whole of the Secteur. Concurrently and initially to provide 
trained staff for the central hospital and its district outreach, a 
school for aides infirmiers was established. In 1935 this school was 
upgraded to 6cole agréée d'infirmiers, and a school for aides-accou- 
cheuses .was approved by the government. The curricula and standards 
of these schools provided the norms for government legislation and 
provincial schools. 


By 1936, when the present writer arrived on the scene, the area of 
the Secteur had been delimited, some rural dispensaries established, 
sleeping sickness was on the way to eradication, and the two training 
schools were functioning. With Dr Raymond Holmes in titular charge 
(both doctors being médecins agréés under the government scheme), 
plans were soon afoot for the complete medical occupation of the 
entire Secteur (comprising a network of rural dispensaries), annual 
medical examination of the entire population (primarily for sleeping 
sickness), frequent visits by the doctors to all parts of the Sec- 
teur, a concerted attack on the other major endemic diseases, and 
raising of the standards of health and hygiene by all possible means. 
Dispensaries were built by local initiative (and medical approval) 

in strategic centres; the original wattle-and-daub buildings were 
soon replaced by brick structures (the brick press having been lent 
by the hospital). Companies exploiting palm-oil, rubber and coffee 
were encouraged to build their own dispensaries, conveniently sit- 
uated so that the local population could make use of them. Thus the 
Bamboli C.M., the 'Belgika' Comptoir Colonial, Cafegas S.A., and the 
Institut National pour 1'Etude agronomique du Congo (INEAC) each orga- 
nized a medical service at the instigation of the Yakusu doctors, who 
saw to the staffing, equipment, supplies, etc., and supervised the 
work, to the benefit not only of the workmen and their families (a 
statutory obligation) but also of the inhabitants of the neighbouring 
villages. When the Bamboli C.M. and the INEAC recruited their own 
doctors, the areas covered by their medical services were withdrawn 
From the Secteur Médical de la B.M.S., Yakusu. The population of the 
truncated Secteur was reduced to about 45,000. 


Medical Occupation 
Dispensaries to the number of 18 existed in the Secteur, each manned by 


a diplomaed infirmier who had passed the government-controlled exami- 
nations after the third and fifth years. He was assisted by his wife, 


who in many cases held the diploma of aide-accoucheuse, granted after 
two years of study and training. 


Thanks to grants from the Congo Welfare Fund (Fond du Bien-Etre Indi- 
géne), ten of these dispensaries were transformed into health cen- 
tres, with 20 beds for general in-patients and 6 for parturient wo- 
men, and the usual accommodation for out-patients (waiting hall, con- 
sulting room, operating theatre, pharmacy, drugstore). 


In addition, 36 treatment centres were in operation, all of them at- 
tached to a central dispensary and in charge of an assistant who had 
Followed a three-month course supplemented by frequent refresher 
courses. These centres were visited every market day by the infir- 
mier from the central dispensary, of which the treatment centres were 
satellites. 


Equipment 


All the health centres and the more important dispensaries were 
equipped with a microscope (complete with oil-immersion lens) and 

the usual stains. Examinations of blood (thick-drop, fresh smears 
stained for parasites, blood counts, haemoglobin estimations), spu- 
tum, gland puncture material, urine, cerebro-spinal fluid, skin snip- 
pets (for O. volvulus microfilariae), skin smears (for M. leprae), 
and skin scrapings (for fungi) were routinely performed. 


Drugs and dressings were regularly supplied from the central store 
at Yakusu. Stock mixtures were prepared as required by the infirmier 
in charge. Minor operations under local anaesthesia were within the 


competence of the infirmier, as well as tooth extraction, wound suture, 


etc. When the sulphonamides and antibiotics became available, these 
were added to the repertoire. 


Work of the Dispensary 


Thanks to the very obvious success of the campaign against sleeping 
sickness and yaws, the dispensaries had a tremendous initial appeal 
and were able from the beginning to be centres of health rather than 
act merely as centres for the treatment of disease. They were ob- 
viously linked with the teams engaged in the annual medical examina- 
tion of the population, treating the various conditions found and ar- 
ranging for the long-term treatment of patients with sleeping sick- 
ness, yaws, etc., and for the hospital treatment of those requiring 
surgical operations and treatment for more serious conditions. 


The infirmiers developed excellent public relations with local chiefs 
and villagers. They saw patients in the earliest stages of disease 
and prevented advanced pathology. They set on one side for the doc- 
tor's next six-weekly visit all patients with diagnostic or treatment 
problems. They were from the outset impressed with the need 'to keep 
patients out of the hospital' by recognizing and treating disease at 
its earliest stages. 


They visited all the local schools within their area, giving talks 
on health and hygiene, examining stools of the pupils, and ascertain- 


ing haemoglobin levels, giving vermifuges and iron mixture when indi- 
cated. 


They also acted as leaders of the local church, taking their turn in 
preaching and often arranging for sermon preparation classes for the 
teacher-evangelists from the surrounding school chapels. Because of 
their superior education and training, they frequently were accorded 
positions of leadership in the church. Their wives were active in 
good works of all kinds among the women, leading sewing classes, evan- 
gelistic journeys and the like. 


Welfare Clinics 


All infirmiers were encouraged to organize regular weekly clinics and, 
in fact, did so. These were as follows: 


1. baby clinics for babies up to two years old or 10 kg in weight; 
2. toddler clinics for children of two to five years; 
Sw gantenatalwolinicss. 


At all clinics, teaching and demonstrations played an essential part. 
Prophylactic daraprim abolished the all too common and fatal cerebral 
malaria. 


After an outbreak of poliomyelitis, all the little victims attended 
a weekly physiotherapy clinic attached to the local dispensary. 


Nutrition 


Medical attack on hookworm and hookworm anaemia was carried out through 
the dispensaries, and a campaign against poor hygiene and insanitary 
practices resulted in a permanent reduction in infection. New foods 
(e.g. soy-bean)-were introduced by the infirmiers and new strains of 
established vegetables. Fruit trees (e.g. mulberry, pomme de Cythére, 
citrus fruits) were planted in the grounds of the dispensaries. 


At this time the Government made a huge effort to increase the food re- 
sources of the population, making available the services of an agricul- 
tural adviser for every 500 male adults. Groundnuts were introduced, 
and high protein strains of rice, better clones of manioc and better 
palm-nuts. All this had an influence for good on the state of nutri- 
tion. 


We distributed selected eggs of improved strain to increase the size 

of the local chickens and eggs. Cooking demonstrations and instruc- 
tion in better methods of food preparation were given to women gathered 
in the clinics. 


Supervision 
One of the doctors, sometimes accompanied by a nursing sister, visited 


each dispensary every six weeks to see patients, control treatments, 
supervise records, and give short informal refresher courses. 


Control of Endemic Diseases 


Sleeping sickness was finally eradicated in 1947. 25 per cent of peo- 
ple in some villages had the disease in the mid-twenties. Yaws, which 
had accounted for up to 9,000 cases annually, was controlled by bismuth 
and neosalvarsan. By the mid-fifties (and before penicillin had be- 
come available) the numbers had been reduced to a mere trickle. Oncho- 
cerciasis was attacked by nodulectomy, and the control of Simulium sp. 
was effected by treating with larvicides the rapidly flowing streams 

in which larvae and pupae had been found. Complete whole population 
surveys, with appropriate clinical and laboratory data, were regularly 
performed. Tuberculosis was controlled, despite the proximity of 
Stanleyville and the concentration of susceptible work people in the 
plantations. Malaria was controlled among adults by treating vigorous- 
ly every clinical attack of the disease in the individual. An outbreak 
of poliomyelitis was cut short, each case being diagnosed, notified, and 
put on treatment within 48 hours of onset. Appropriate measures were 
taken to limit its spread. 


Beginning in 1936 a complete survey of the population for leprosy was 
undertaken, skin smears from everybody suspected of having multi- 
bacillary disease being secured. These records were annually revised 
and supplemented. Although treatment (with Chaulmoogra oil, Alepol, 
qraumanyl and sodium gynocardate) was available at the dispensaries, 
it never became popular. When the sulphones could be supplied, 5,280 
patients were placed on treatment within a few weeks, about 1,025 in- 
patients already being under treatment at the Yalisombo leprosarium. 
The infirmiers willingly added the treatment of these patients to their 
already heavy workload. By mid-1958 2,092 leprosy patients had been 
discharged 'symptom-free'. Protective footwear for leprosy patients 
with sensory deficit of the lower limbs was made by jobbing village 
cobblers. Operations on leprosy patients were performed at the dis- 
pensaries or at Yalisombo or in the central hospital at Yakusu. 


A very heavy prevalence of infection with Schistosomum intercalatum 
(Fisher) in the riverside villages near Yakusu was brought under con- 
trol by means of treatment with antimony of all persons discharging 
typical terminal-spined ova from the intestine, several attempts at 
molluscicidal control having proved abortive. Whereas in the early 
thirties all the 1,000 children attending the Yakusu station schools 
were infected, by 1952 no case could be found. Coincident with the 
periodical stool examination and adequate treatment of all those found 
to be infected was the raising of the general standard of hygiene in 
the boarding schools and student hostels. 


Training 


The école agréée d'infirmiers provided a five-year course of study and 
practice for students recommended by the church as being intellectually 
suited and spiritually fitted to undertake the onerous duties of infir- 
mier. Students eventually came from 15 Protestant missions and from 
all the eastern part of the Congo and Rwanda. Representing 46 differ- 
ent tribes, they were all instructed in French. In addition to the 
formal teaching and bedside instruction, the students accompanied the 
doctor on his supervisory and examination journeys. They all attended 
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morning prayers, Bible studies and ward prayers, taking part regularly. 
A hospital prayer meeting was the highlight of the week's spiritual 
activities. All students attended a weekly sermon preparation class 

on Saturdays, many of them going out the following day on foot, by- 
cycle or canoe to spread the good news to the inhabitants of nearby 
villages. 


Although students came from various religious backgrounds and denomi- 
nations, they all fitted in well with local church activities, Bible 
studies, etc. They were individually welcomed into the local church 
at a communion service, when they came provided with a letter of re- 
commendation from their local branch of the Church of Christ in Congo. 


Social activities were not neglected. A clubroom, complete with library 
and table games (table tennis, darts, etc.) was provided and very well 
used. Social evenings, with discussions, debates, illustrated talks, 
were held each week. 


A weekly Bible study class (in French) attracted student teachers from 
the station schools, as well as most of the student body from the in- 
firmier school. These studies proved most acceptable. 


Under the inspiring leadership of a musically gifted infirmier who was 
a lecturer in the school, a choir was formed which rendered excellent 
service in the church, in the district and in Stanleyville. Much of 
the recorded music for the Protestant services on the Stanleyville 
radio was produced by this choir. Reading from tonic solfa or staff 
rotation in four-part harmony, the choir rendered such items as the 
Hallelujah Chorus, the words having been translated into a local lan- 
guage by the choir-master. 


Regular sport formed a feature of out-of-class activities. An excel- 
lent football team, representative of many tribes, actually beat all 
the best teams in Stanleyville. Track and field sports (including 
pole-vaulting) reached a high standard. 


During their final two years of study, they all spent time in a rural 
dispensary, at a leprosarium, assisting with research projects teaching 
first- and second-year students, and helping with the medical census or 
examination of school children and workpeople. During their last three 
months and immediately before their final examination, fifth-year stu- 
dents had to make 120 microscopical examinations, appropriately stained, 
and the technical standard of the preparation had to be approved by the 
supervising doctor. During their final two years, each student had to 
answer (under examination conditions) a set of questions supplied to 
him in a sealed envelope. His corrected answers were subsequently re- 
turned to him. After the final examination the infirmiers diplOmés 
were sent back to the sponsoring mission or transferred to government 
or company employ. 


The nursing sisters were responsible for the teaching of the students 
in the aides-accoucheuses course. The standard of the final examina- 
tion (in the local vernacular language) was controlled by the Yakusu 
doctors and the provincial medical officer. 


Ft 


Teams of moniteurs d'hygiéne were trained at Yakusu in the construc- 
tion of model dwellings, complete with deep pit latrines and refuse 


disposal units. Lecture notes for these students were prepared and 
duplicated. 


A viscerotomy service was established and facilities provided for 
mouse protection tests in the investigation of suspected yellow fever 
outbreaks. Any person dying within ten days of a febrile illness was 
notified to the doctor, and a portion of liver was removed for histo- 
logical examination. 


Research 


As opportunity afforded, research was undertaken on many of the prob- 
lems of local importance. In leprosy - low dose dapsone therapy, the 
morphology of M. leprae and changes in the course of drug treatment, 
nasal smears; activity of a monosubstituted sulphone, of Isolirone, 
of thiambutosine; the effect of the psoralens on the hypopigmentation 
of leprosy (and of yaws, vitiligo and onchocerciasis); filariasis, 
onchocerciasis, yaws, tropical dermatoses, fixed eruptions, etc. 

Much of this work found its way into medical journals. 


The hospital at Yakusu provided the centre for teaching and for treat- 
ment. To it came patients for major surgery (up to 300 a year) and 
for medical treatment of conditions too difficult to manage at a rural 
dispensary. 


The emphasis throughout was on prevention - for example, by widespread 
smallpox vaccination, by treating vigorously every early case of sleep- 
ing sickness and tuberculosis and malaria, by improving village and per- 
sonal hygiene and so attempting to control hookworm and water-borne dis- 
ease, by raising the standards of nutrition by education of everybody, 
especially schoolchildren and mothers. 


The all-pervading sense of church-relatedness was exemplified ina 
hundred different ways. This outgoing service was a Christian ser- 
vice throughout, inspired by Christians and carried out by Christians. 
It was the church in action in care and compassion, in competent medi- 
cal and surgical treatment, in cooperation and participation at all 
levels. 


The Cost 


In terms of hard cash the delivery of this comprehensive system of health 
care to a population of some 45,000 amountec to less than US$1 per head 
per year, including: staff salaries (expatriate and indigenous), drugs 
(from England and supplied by the Government), transport and overhead. 
The buildings were adequate without being pretentious, practical and 

by no means sumptuous. The central hospital was entirely rebuilt; a 
three-storey building with floors and lintels in reinforced concrete 
was erected (from 1946 to 1950). Very adequate classrooms, labora- 
tories, library, museum, etc., were added thanks to local earnings of 
the Yasuku doctors. An excellent student hostel was built with a grant 
from the Congo Welfare Fund. After some years the whole population was 
healthier and happier, stronger and heavier. 
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Halestrap, David J., Simple Dental Care for Rural Hospitals, 

26 pages, 25p. 

It has very good pictures and drawings, as well as simple 
and clear explanations of the most common procedures. The 
book is a must in every hospital in developing countries, as 
well as in health centres and clinics where dental patients 
are (or could be) treated. It is available from The Medical 
Missionary Association (6 Canonbury Place, London Nl 2N3). 


Intermediate Technology Development Group Ltd, Health Manpower 
and the Medical Auxiliary, London, 1971, £1.50. 
We cannot commend this booklet too highly. It consists of 
three outstanding articles that provide a succinct back- 
ground to anyone concerned with planning health services or 
the training programmes to support them. It contains an 
annotated bibliography on Health Planning, Health Manpower 
and Medical Auxiliaries, which is worth the price of the 
booklet. (ITDG Ltd, 9 King Street, London WC2) 


We would like to draw attention to the following books and book- 
lets dealing with different aspects of leprosy: 


1. Browne, Stanley G., Memorandum _on Leprosy Control, issued 
jointly by OXFAM, LEPRA and The Leprosy Mission, 1971. 


This memorandum outlines in simple and largely non-techni- 
cal language the modern approach to leprosy control. Copies 
are available free of charge from OXFAM (274 Banbury Road, 
Oxford OX2 7DZ) and from The Leprosy Mission (7 Bloomsbury 
Square, London WC1l). 


2. Fritschi, E.P., Reconstructive Surgery in Leprosy, John 
Wrione & SOle Luu, Oraatat, trees 


This book explains the basic problems of reconstructive sur- 
gery and is intended for surgeons who might become involved 
in this kind of work. It is, however, emphasized that the 
book is not a substitute for a practical training course in 
reconstructive’ surgery under experienced guidance. 


3. Jopling, W.H., Handbook of Leprosy, Heinemann Medical Books 
Ltd, London, lLO71, SU napege 2. co. 
This little handbook gives basic information for people who 
know little about leprosy and is also short enough that one 
can take the time to read all of it. 


4. Neville, P.J., A Guide to Health Education in Leprosy, All- 
Africa Leprosy and Rehabilitation Training Centre, Addis | 
Ababa, Ethiopia. { 
This simple and practical little guide is available free of 


charge from the German Leprosy Relief Association (Deutsches 
Auss&étzigen-Hilfswerk e.V., Postfach 348, 87 WUrzburg 1, 
Germany). It is also now available in French. 


